Retinitis and panuveitis in immunocompetent patients is a rare and sightthreatening disease, of difficult diagnosis. A case of a 31-year-old male who presented with unilateral placoid retinitis and panuveitis, unsuccessfully treated as acute retinal necrosis, that in fact was syphilis, with neurosyphilis and excellent response to treatment is reported.
ABSTRACT INTRODUCTION
Retinitis and panuveitis is a rare and sight-threatening condition, being in most cases a diagnostic and therapeutic challenge. Empiric treatment is often initiated, due to the severity of the disease, based only on clinical findings. Immunocompromised patients with the disease are usually affected by ocular infectious diseases or ocular lymphoma, while the immunocompetent ones show autoimmune and connective tissue disorders in addition to the previous causes (1) . The panuveitic cases related to infectious diseases are perhaps the most dramatic ones, especially when associated with neuritis or retinitis, causing profound and rapidly progressive visual loss, with increased incidence of contralateral affection without correct treatment (2) . Among the possible agents are the herpes viruses, syphilis, Lyme disease, tuberculosis, endogenous endophthalmitis and fungi (1) . Syphilis is a re-emerging disease, with a constellation of ocular manifestations, requiring high level of suspicion for diagnosis (3) . A case of a young immunocompetent patient with unilateral panuveitis and associated retinitis caused by syphilis is reported, highlighting the diagnostic challenge and the evolution with specific treatment.
CASE REPORT
A 31-year-old black male, from São Paulo, Brazil, presented at the emergency of the Hospital of Clinics, complaining of redness, pain and vision loss in his right eye, accompanied by holocranial headache in the last 15 days. His past medical and ocular history were unremarkable, except for an ulcerated genital lesion diagnosed and treated in an external service two months earlier. He was heterosexual and referred several unprotected sexual relations in the last years. The initial examination revealed best corrected visual acuity of hand motions in right eye and 20/20 in the left. Biomicroscopy of the right eye showed anterior uveitis with keratic precipitates and 1 mm hypopium, and fundoscopy showed severe vitreitis and extensive white-yellowish retinal lesions, affecting the macula, the juxta-papillary region and the superior nasal and inferior temporal periphery ( Figure 1 ). Intraocular pressure was 9 mmHg and 12 mmHg, and the exam of left eye was normal.
Serologic testing for toxoplasmosis, toxocariasis, syphilis, cytomegalovirus, varicella-zoster virus, herpes simplex viruses 1 and 2 and HIV were collected. Tuberculin skin test, chest X-ray and hemogram were also performed ( Table 1 ). In the emergency, only hemogram, chest X-ray and HIV testing results were available and revealed no abnormalities.
A diagnosis of acute retinal necrosis was suspected and the patient was admitted and treated with intravenous acyclovir 4000 mg per day divided in five doses, and ocular topical 1% prednisolone acetate and tropicamide. In the first two days, there was a slight improvement in anterior uveitis, but fundoscopic findings were maintained. Ultrasound examination revealed choroidal thickening and attached retina.
In the third day, 40 mg oral prednisone was added to the treatment scheme. After 14 days the patient was discharged with oral acyclovir, without visual improvement. Serologic results were all negative, except for VDRL testing, that was reagent with 1:4 dilution. Treponemic testing for syphilis was in analysis. Four days later, the patient returned, without anterior ocular inflammation, but with vision of no light perception, and worsening of the fundoscopic lesions, now with new focal areas of exudation (Figure 2) . Treponemic serological testing confirmed syphilitic infection, and a liquor sample was collected, revealing lymphomonocitic pleocytosis, with positive hemagglutination test for syphilis ( Table 2) .
The patient was readmitted and treated with intravenous crystalline penicillin, 18 million units per day, with rapid improvement of fundoscopic aspect of the right eye and negativation of liquor VDRL after 14 days, but maintained vision loss.
DISCUSSION
Syphilis had a decreasing prevalence along the years, but it is experiencing a new rise in the number of cases in the last decade in several countries around the world, including Brazil, United Kingdom and United States of America, that experienced a 33,5% increase in the incidence between 2000 and 2004 (3) . Ocular disease by syphilis is rare, affecting about 2.5% to 5% of patients with tertiary disease. The ocular manifestations may be diverse, with previous descriptions of focal retinitis, papillitis, iritis, keratic precipitates, periphlebitis, vitreitis and serous retinal detachment (4) (5) , making the diagnosis based solely in clinical findings impossible (6) , and thus requiring high level of suspicion for its detection.
A case of ocular syphilis, with multifocal retinitis and placoid lesions, associated to intense intraocular inflammation, initially diagnosed as a viral retinitis and treated as acute retinal necrosis (ARN) is reported. ARN is a serious condition, in most cases caused by viral infection with increased risk of bilaterality without proper treatment (2) . The patient met the diagnostic criteria proposed by the America Uveitis Society for ARN (7) and was initially treated with antiviral therapy, with association of systemic corticosteroid in the following days. Misdiagnosed cases like this were reported, and many diseases may simulate ARN, including toxoplasmosis, fungal endophthalmitis, Behçet disease and ocular lymphoma (8) . However, even with the possible diagnosis of syphilis or other diseases in mind, due to the severity of necrotizing viral retinitis, for some the initial treatment remains the use of antiviral therapy until the definitive diagnosis (1) , that may require vitreous or aqueous humor aspirates with antibody dosage, polymerase chain reaction, cytology and cultures for specific agent (9) . The acute syphilitic posterior placoid choriorretinitis was first described in 1990 (9) , and the clinical picture was initially thought to be due some kind of immunosupression, like HIV infection or corticosteroid usage. Recent reports, however, showed that this clinical presentation may also affect immunocompetent patients as one of the various presentations of ocular syphilis instead of an atypical form related to immunedepression (10) . The reported patient had no known previous immune diseases, and presented with placoid retinitis, with increase of its severity after the use of systemic corticosteroids, demonstrated by the appearing of new whitish retinal lesions with time. Ocular syphilis, initially described as part of tertiary disease, may occur in any phase of the systemic infection. Many cases with ocular disease have concomitant central nervous system (CNS) involvement, and investigation of neurosyphilis with liquor puncture is recommended for some authors. Even with no clinical evidence of CNS disease, the treatment of the ocular disease should be that of neurosyphilis, with 18-24 million units of intravenous crystalline penicillin per day, for 10-14 days, because some patients treated with intramuscular regimen of penicillin have developed ocular manifestations (5) . It is important to know that even with proper treatment, the recurrence of the disease is possible, and the patient must be followed for a long period.
Syphilis is a re-emerging disease in the world, and because of its various presentations, it is necessary to keep it in mind as a differential diagnosis in clinical practice for correct diagnosis and treatment.
RESUMO
Retinite com panuveíte em pacientes imunocompetentes é um condição rara e ameaçadora para a visão, e de difícil diagnóstico. É relatado um caso de um paciente do sexo masculino com 31 anos de idade, que se apresentou com retinite em placas e panuveíte, inicialmente tratado sem sucesso como necrose aguda de retina, que na verdade era um caso de sífilis ocular, com afecção do sistema nervoso central e ótima resposta ao tratamento sistêmico para sífilis.
Descritores: Infecções oculares; Sífilis; Neurossífilis; Uveí-te; Retinite; Doenças sexualmente transmissíveis; Humano; Masculino; Adulto; Relatos de casos
